Section of Laryngology and Section of Otology
A. W., female, aged 58. First seen five years ago, with a feeling of fullness at the back of the tongue and swelling in the right side of the neck. The neck showed an abscess, from suppurating glands, which was drained and has given no further trouble. At the base of the tongue there was a smooth rounded elastic swelling.
A considerable portion of the cyst-wall has been removed on two occasions, once with scissors, and again, four years ago, with diathermy. The cyst has slowly filled again but does not produce any symptoms beyond discomfort.
Discussion.-F. C. ORMEROD said that these thyroglossal tumours on the back of the tongue were not very uncommon. Sometimes they were mistaken for lingual thyroids, and in some patients the tumour was the only thyroid tissue in the body. It had been removed in cases in which there was no thyroid, and in some of those cases myxcedema had resulted. Recently, in Westminster Hospital, there had been a boy, aged 16, with a tumour similar to the one shown. It had undergone sarcomatous degeneration, and had been treated by a radium bomb, which had arrested the sarcomatous change. In the present case, as the patient was aged 58, it was unlikely that a malignant change would take place, and it was scarcely worth while to operate. If symptoms persisted the tumour could be marsupialized by punching out portions of the wall to give drainage, and this might result in its disappearance.
E. COWPER TAMPLIN said that the swelling in the neck had nothing to do with the thyroglossal cyst, and he would advise operation. If the tumour were removed there would be no fear of sarcomatous degeneration. A midline incision, going through the hyoid bone and excising the central portion would probably show a thread-like duct, and that would give a line up to the cyst, and render dissection comparatively easy. That was probably the best course, as the woman had some breathing difficulty at night. If that course was not followed he suggested puncture and aspiration of the fluid. C. A. SCOTT RIDOUT said he did not agree with Mr. Ormerod that the age of this patient was against the possibility of the growth becoming malignant. The operation required was a comparatively easy one, and there would probably be found the cord-like remains of a duct leading up to it.
MUSGRAVE WOODMAN said that the operation of access at the base of the tongue was more easy than would be generally supposed. , suffering from hoarseness, due to a granuloma of the larynx: slight hoarseness had persisted since he was gassed with mustard-gas in August 1917. The granuloma was found to be attached to the larynx in the region of the anterior commissure, mainly subglottic, but to a small extent on the margin of the left cord near the commissure, and was removed by direct laryngoscopy, with complete relief.' On May 20, 1935, he returned complaining of slight hoarseness four months, worse three weeks, ascribed to a cold: no symptoms in interval. The anterior three-fourths of the left cord is hidden by a greyish, smooth ovoid mass, apparently sessile, and resembling in appearance a nasal polypus: movements of cord appear good: it is proposed to remove this mass as soon as he can make necessary arrangements.
H. BELL TAWSE said that he would suggest removal of the mass by the same method as that of the operlation in 1923. The growth might become malignant, and doubtless the Proceedings of the Royal Society of Medictne 54 specimen would be examined microscopically. If the growth recurred he would advise laryngofissure with removal of the vocal cord, ventricular band, and the anterior commissure. In a case of his own, shown at a meeting of the Section in 19291, due to chlorine-gas poisoning, this procedure was carried out. He was glad he did not attempt removal by the direct method. The man returned to work soon afterwards without requiring to wear a tracheotomy tube, and had remained well ever since.
Specimen: Polypus of Esophagus which caused Fatal Tracheal
Obstruction.-E. WATSON-WILLIAMS. Mrs. G. J., aged 58, was referred to me on April 17, 1935. History.-One month previously she had had a slight cough and was wheezy, and the next day experienced some difficulty in swallowing meat-both quite novel symptoms. On the fourth day "an abscess broke in the throat and I coughed up a lot of blood and nasty matter." Since then she could only take fluids, often with great difficulty; slight wasting, voice unaltered.
On April 17 she coughed up yellow pus, and also retched up brown phlegm: a loud wheezing sound was noticeable, with bubbling, mainly expiratory, best heard in mid-line immediately above manubrium sterni, also in front of first right interspace. Respiratory distress obvious and increasing, sucking in of root of neck on inspiration, worse on extending head; lungs: bronchitis, no consolidation. Larynx: abductor paralysis of left vocal cord. P. 110; R. 28 (to 44); T. normal. No pain.
Skiagram.-A fusiform shadbw 4" high, 2" broad, 1j" front to back, centre behind top of sternum: aorta looks as if pushed over to left by it, and trachea to right, cesophagus behind. Diagnosis.-Peri-cesophageal abscess, bursting into cesophagus. Patient's condition did not allow furtber investigation.
Direct bronchoscopy (same day).-Larynx as stated: at 20 cm. from teeth the lumen of trachea is reduced to demilune slit by mass bulging in posteriorly and from left, much mucopus aspirated from below this, mucosa reddened, otherwise normal. CEsophagus, entrance normal; at 20 cm. from teeth left anterior wall bulges back, mucosa normal; lumen full of brown felt-like material. At 22 cm. soft irregular ulceration of anterior half of wall: tube passed gently on, end of mass at 28 cm. but bleeding so free that view impossible. Report: " Looks like invasion of cesophagus from mediastinum; if a growth, it is very soft and friable." One hour later S.O.S. from ward-urgent tracbeotomy, and insertion of long rubber tube; relief.
On April 21 respiratory distress increased, temperature normal; collapsed and died.
Autopsy.-Myocardial degeneration secondary to bronchopneumonia. iEsophagus much dilated in upper six inches, and mucosa ulcerated. Attached to the cricoid region and hanging down the cesophagus was a large tumour, 5 in. by 2 in., on a flat ribbon-like stalk (of normal mucosa), the lower part of the mass was necrotic. 
